The study comprises I00 consecutive exercise tests on a treadmill performed by patients with acute myocardial infarction in the period April 1970 to October I97I. There were 97 patients altogether (go men and 7 women), 3 being examined a second time because of reinfarction. All were treated in the hospital's coronary care unit which serves a population of i8o,ooo. The tests were performed immediately before the planned discharge from hospital, i.e. a mean of 2I days after the acute episode began. A total of 228 patients with infarction (I74 men and 54 women) attended the unit during the period in question. Of these, 44 died during their stay in the hospital and 95 of the remaining I84 were older than 65 years. Nobody above this age was tested on the treadmill during the first half of the study, owing to a lack of resources, and only i6 during the second half.
Treadmill tests with continuous electrocardiographic recording were carried out 3 weeks after the acute episode began on 0OO patients with myocardial infarction. Ventricular premature beats were recorded in 3 patients at rest immediately before the test, and in I9 during and/or after the test. The test led to a change of treatment for i6 patients. No severe arrhythmias or reinfarctions were induced by the test. Twenty patients developed angina pectoris. The incidence of ventricular premature beats during the test was higher in the patients with arrhythmia during the acute phase (O1/37) than in those without (7/55). This difference is not statistically significant. The treadmill test proved to be a sensitive method for demonstrating a tendency to arrhythmia in patients with recent infarction. It permits observation of the patient during exercise similar to that performed during rehabilitation.
The mortality rate of patients with myocardial infarction during the first year after discharge from hospital is said to be approximately 8 per cent (Pell and D'Alonzo, I964) . Many die suddenly, probably because of ventricular arrhythmia (Lown, Kosow- sky, and Klein, I969). Mortality in patients with coronary heart disease appears to be greater in patients with ventricular premature beats than in those without (Chiang et al., I969) .
A two-year follow-up of men who had suffered myocardial infarction disclosed a mortality twice as high for patients with frequent ventricular premature beats in a single electrocardiogram than for those with rare or no ventricular premature beats.
The difference was significant even after correction for coronary heart disease risk factors (Lown and Wolf, I97I 
Subjects
The study comprises I00 consecutive exercise tests on a treadmill performed by patients with acute myocardial infarction in the period April 1970 to October I97I. There were 97 patients altogether (go men and 7 women), 3 being examined a second time because of reinfarction. All were treated in the hospital's coronary care unit which serves a population of i8o,ooo. The tests were performed immediately before the planned discharge from hospital, i.e. a mean of 2I days after the acute episode began. A total of 228 patients with infarction (I74 men and 54 women) attended the unit during the period in question. Of these, 44 died during their stay in the hospital and 95 of the remaining I84 were older than 65 years. Nobody above this age was tested on the treadmill during the first half of the study, owing to a lack of resources, and only i6 during the second half.
Of the remaining patients under 65, 8 were not tested.
A lack of beds in the unit made it necessary to move 5 of these to another ward during the second week and the other 3 had complicating disorders (hemiplegia, fracture of the neck of the femur, and malignancy, respectively).
The distribution by age and sex for the I00 patients in the study is shown in Fig. i (the 3 patients with 2 infarction episodes are counted as 6 patients). Seventy- with the patient upright, using the formula of Jonsell (I939). The relative heart volume was more than 500 ml/m2 body surface area in 49 men and more than 450 ml/m2 in 4 women. No one had a heart volume greater than 750 ml/m2.
The sites of infarction according to the electrocardiogram are shown in Table i The patients were mobilized during their hospital stay with the aid of a physical therapist: the programme allowed for visits to the lavatory from the second or third day and an ambulatory regimen from the seventh to the tenth day. In the third week patients were allowed to climb stairs. Mobilization proceeded more slowly for 7 patients with serious arrhythmia and/or myocardial insufficiency.
Methods
All patients were examined before discharge from hos- Usually the first load was I00 or 200 kpm/min (approximately i6 or 33 Watt, respectively), depending on age, sex, and clinical condition. The intention was to achieve a maximal heart rate of approximately I20 beats/ min. If the heart rate after 4 to 6 minutes on the treadmill was below I20 beats/min and the patient had no distress, he was allowed to continue at a higher load.
The treadmill was a standard Collins (P2000) i-8 NPH, fitted with an angle measuring device which permitted settings with an accuracy of I/60, and a calibrated speedometer with an accuracy of O-I0 m/sec. With a constant velocity and the angles used in the study oxygen consumption in a healthy subject displays an approximately linear relation to the angle of inclination and therefore to the mechanical work (Bobbert, I960) . This should also apply to a coronary patient. When comparing individuals with different body weights, however, mechanical work is a better measure of the circulatory demands imposed by exercise than the angle of inclination and treadmill velocity alone, the latter being conventional measures.
The electrocardiogram was recorded at recumbent rest for i minute, in a standing position before the test, and continuously during and for the first I0 minutes after exercise. Post-exercise recordings were made with the patient recumbent. During exercise, chest-head leads (CH1, 2. 3. 4, 5, 7) were used with the reference electrode on the forehead. Before and after exercise, the corresponding chest-right arm leads (CR1, 2, 3, 4. 5, 7)
were used in addition to extremity leads.
A 6-channel direct-writing Mingograf 8i electrocardiogram (Elema-Schonander AB) was used for the recordings. The electrocardiogram was monitored continuously on an oscilloscope throughout the examination.
The functional test was stopped in the event of the following occurring: (i) angina pectoris or dyspnoea;
(2) frequent ventricular premature beats; (3) heart rate exceeding I40 beats/minute.
The functional test was continuously supervised by a physician.
Results
The test was ended at a work load of I00 kpm/min in II patients, at 200 kpm/min in 59, at 300 kpm/ min in 5, and at 400 kpm/min in 23; I patient continued to 500 kpm/min and another to 600 kpm/min.
The average duration of exercise at the final load was five minutes. The mean maximal heart rate during the test was i i8/min. Twenty patients developed angina pectoris, and 5 pronounced dyspnoea and/or fatigue. All complaints had disappeared I0 minutes after the conclusion of exercise. The incidence of ventricular premature beats during the acute stage and during the treadmill test is shown in Table 2 . No severe arrhythmias or reinfarctions were induced by the test.
Ventricular premature beats (5 or more per minute or a series of at least 2) were recorded in only 3 patients at rest immediately before the test and in I9 during or within I0 minutes after exercise. Of the 3 patients with premature beats at rest, 2 were included in the I9. Of these I9 patients, 6 were on antiarrhythmic therapy.
Of the 92 patients continuously monitored during the first two to three days of the acute phase, 37 had either 5 or more ventricular premature beats a minute or a series of at least 2. Of these 37 patients, io also had this arrhythmia during the functional test; five of them were on antiarrhythmic therapy. Of the 55 patients without ventricular arrhythmia during the acute phase, only 7 displayed ventricular premature beats during the functional test; one of them was on antiarrhythmic treatment. Thus the incidence of ventricular premature beats during the treadmill test was higher in the patients with arrhythmia during the acute phase (I0/37) than in those without (7/55 indications that the procedure described involved any risks. We could not find any published reports about the use of standardized exercise tests for the detection of arrhythmia in this early phase after myocardial infarction.
At three-month follow-up the mortality was higher in the group of patients with ventricular premature beats at the treadmill test (2/19) than in that without (2/8I). To evaluate the importance of this finding we plan further studies.
Treadmill tests provide an opportunity of observing the patient during exercise similar to that to be prescribed for rehabilitation. 
